Low back pain in pregnancy is a common complaint. Psychologically, it has a negative effect on the patient, adversely affecting the quality of life.
INTRODUCTION
Pregnant women often experience low back pain (LBP), which not only has a negative impact on their psychology but may also interfere with their activities of daily living. Hippocrates, Vesalius, Pinean, Hunter, and many others were the first to describe this condition of low backache in pregnancy. Walde and Ostgaard worked in this direction and differentiated pelvic girdle pain from lumbar pain. 1 About 50% of all pregnant females suffer from LBP. [2] [3] [4] The etiology may be mechanical, hormonal, or others. 2, 3, [5] [6] [7] [8] [9] [10] [11] [12] Low back pain in pregnancy may be classified into two types: Pelvic girdle pain (PGP) and lumbar pain (LP). Sometimes, a combination of the two may be the cause of low backache in pregnancy. Pelvic girdle pain is the more common of the two and consists of deep stabbing continuous or recurrent pain, which maybe unilateral or bilateral. It is generally present between the posterior iliac crest and the gluteal fold, which radiates toward the posterolateral thigh and knee but not the foot. 13 This type of pain is severe during pregnancy as compared to the postpartum period and it causes a deep negative impact on the psychology of the patient. 14 It can be differentiated from other causes by the posterior pain provocation test (PPPT), 15 which is positive in case of PGP. 2, 3, 6, 16, 17 Lumbar pain is the same as experienced by nonpregnant females. The pain is present over the lumbar region with tenderness over the paraspinal muscle. 13 This pain is posture dependent and is seen more commonly in the postpartum period. 14 The PPPT is negative in such cases.
Lumbar pain and PGP should be diagnosed early and managed accordingly. This can be done with a detailed history and good clinical examination. 18 Motion palpation test may also be used for the diagnosis of the same.
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Management of the low back ache in pregnancy has to be tailored according to the specific complaints of the patients. Conservative therapy is found to be the gold standard for the treatment of the same. This includes physiotherapy, stabilization belts, nerve stimulation, pharmacological treatment, acupuncture, massage, relaxation, and yoga. 2, 3, 8, 20, 21 In general, low back ache in pregnancy constitutes a benign prognosis with a relatively simple treatment, provided early diagnosis has been made. The aim of this review article is to draw upon a consensus on the current practices of the management of the low back ache in pregnancy.
PREVALENCE
Incidence of low back ache varies from 20 to 90%. Studies show incidence to be 50% of all the pregnancies. Majority of women are affected in their first pregnancy. 22 In 8%, activities of daily routine are affected and in 10% of patients the patient is unable to return to work because of LBP. 23 Low back pain is generally seen between the 20th and the 28th week. In a study done in the Netherlands, it was seen that the incidence of LBP was found to be 38% at 3 months postpartum and 13.8% at 12 months postpartum respectively.
ETIOLOGY
Many theories have been postulated, but a confirmed etiology remains at large.
One is the weight gaining hypothesis, which is based on the theory that with increase in body weight following pregnancy the belly increases in diameter and the center of gravity moves anterior to the spine and this increases the stress on the lower back, which causes LBP in pregnancy. 3, 8, 9, 11 This shift in center of gravity anteriorly has been associated with change in posture with increase in the lordosis and stress on the lower back. 24 There may be some connection between LBP and the pelvic floor dysfunction (PFD), which can be diagnosed by a negative active SLR test and a positive PPPT test. 13 Weight gain also causes an increase in the axial loading of the spine, causing the decrease in the intervertebral disk height along with increased vertebral body pressure. This may lead to compression of the spine and thus to prolonged pain. 8 Abdominal muscle stretching due to the enlarging uterus causes muscle fatigue and maybe a contributing factor to LBP. 3, 8 According to a study, there may be some weak correlation between weak gluteal muscles and LBP during pregnancy. 5 A significant number of patients develop pain in the first trimester of pregnancy, which may not be related to the mechanical factors, such as weight gain or size of the uterus. This pain may be caused due to hormonal changes that constitute the following changes. A tenfold rise in the hormone relaxin not only causes ligamentous laxity but may also be responsible for the generalized discomfort in the sacroiliac joint as well as in the lumbar region. However, there has not been any correlation of the serum relaxin levels and LBP. 2, 3, [6] [7] [8] [9] [10] Another theory explaining nocturnal pain states there is compression of the inferior vena cava by the expanding uterus, which leads to pelvic compression, and, hence, the pain.
8 Sciatica is a rare presentation in pregnancy and if there is no evidence of disk degeneration then other rare causes of sciatica maybe considered. 25 Osteitis condesans
Ili may also be kept in mind in a case of refractory LBP in the postpartum period.
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DIFFERENTIAL DIAGNOSIS
Low back pain in pregnancy is seen commonly due to two conditions: PGP and LP. Pregnancy mobility index (PMI) is a questionnaire developed by Van de Pol to assess the ability of pregnant women to do their household activities. 27 This along with Quebec back pain disability scale has been used to measure the disability due to LBP. 8 Low back pain should be differentiated from pelvic instability pain. Pelvic instability is generally asymptomatic and resolves spontaneously and may appear as pelvic ring widening. 28 Pelvic instability may develop due to forced expulsion or syphisiotomy, which is done for the management of obstructed labor and shoulder dystocia.
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RISK FACTORS
There is much debate in the literature regarding the risk factors for LBP during pregnancy. The Owestry disability index (ODI) along with EuroQol and pain VAS score may assist in the early identification of the disease.
8,32
The most common causes of LBP in pregnancy include pelvic trauma, LBP in previous delivery, and chronic LBP. 33, 34 The number of previous pregnancies also plays an important role in LBP in pregnancy. 35 However, it is nearly impossible to predict which of the pregnancies are going to land up with the LBP. It is easier to predict the LP type of LBP rather than the PGP. Low back pain during menstruation may be a risk factor for LBP during pregnancy. 22 The LP type of LBP may be decreased with exercise, whereas PGP has no effect. 2, 3, 32, 36 Socioeconomic status has no role in LBP during pregnancy. 37 A diagnosed case of hypermobility is a definite risk factor for LBP in pregnancy. 38 Some studies have shown that the sex of the child maybe a cause of LBP in pregnancy. 39 Certain dysplastic conditions may also prove to be a risk factor for the diagnosis of LBP in pregnancy. 40 Obesity may also be a risk factor for the development of LBP in pregnancy. 41 However, some studies have found that obesity is not a risk factor for the development of LBP.
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Certain factors, such as spinal or epidural during pregnancy, high work load, contraceptive pills, and the age of the patient does not affect LBP in pregnancy. 
PREVENTION
Pregnant females have to be educated on maintaining a good posture while doing their activities of daily routine along with an exercise regimen. 43 This is helpful in LP type of pain and not helpful in preventing PGP type of LBP. 13 It is important for pregnant females to know how to lift weights during the entire period of pregnancy. The patients having PGP type of LBP are associated with muscle dysfunction.
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Prognosis
Low back pain generally increases with progression of the pregnancy. 45 Although the pain decreases with progression of labor in the first trimester. Pain during the antenatal period may be an indicator of the amount of pain in the postpartum period. 46 Pelvic girdle pain is more during antenatal period, whereas LP is more pronounced during postpartum period. Postpartum LBP is benign and is generally selflimiting with a good prognosis. 2, 8, 17, 47 The progression of LBP is not affected by cesarean section for childbirth. 42 Depression adds to the postpartum LBP and should be taken into consideration while prescribing treatment for the same. 48 Although, training and physiotherapy may or may not help in halting the progression of the pain. 32, 49 A tailor-made regime for patients may be useful.
IJRSMS
Active Straight Leg Raise is the predictive test in pregnant females as the PPPT test is not very reliable.
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MANAGEMENT
In the study, half of all women suffering from LBP sought medical help, whereas 70% of those seeking help received adequate treatment. 51 Conservative management is preferred for LBP in pregnancy. A correct diagnosis as LP or PGP should be formed because the treatment varies. Treatment options include physiotherapy, stabilization belts, nerve stimulation, pharmacological treatment, acupuncture, massage, relaxation, and yoga. 8 Basic management of LBP has been outlined in Table 1 . 21 Studies have shown that an intradermal injection of sterile water has shown to provide good pain relief, especially during labor. This provides good pain relief for upto 2 hours after administration, to the tune that it delays the requirement of epidural anesthesia. 20 Auricular acupuncture has shown to give some relief to the pain. Though the results are not conclusive, but still it seems to be a promising method of treatment. 52 The most common method of treatment of LBP has been found to be exercises. However, there has been no strong evidence on this method of treatment. There might be some effect on the cost of treatment on the final compliance of the patient also. 7, 16, 49, [53] [54] [55] [56] Other methods of management include alteration of the activities of daily living, use of foot stools and back support, education regarding weight lifting techniques, taking midday rest, and massage. However, the efficacy remains unconfirmed. 3, 8, 10, 57, 58 The management protocol is different while comparing LP and PGP. Acute attack of PGP calls for brief rest and lying in bed. Whereas management of LP constitutes the use of pillow, leg roll, back rest, etc., return to heavy activity has to be avoided and the use of sacral belt may help. In cases of persistent pain and disability, pharmacological agents for pain management may be used.
CONCLUSION
Low back pain during pregnancy is one of the most disabling features, which has a negative psychological impact on the patient. Although the treatment may not be curative, with early diagnosis and prompt management this can be very well controlled. 
